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financial reasons or tried to get, but could not obtain, three specific types of medical services: emergency medical care, pediatric care, and prenatal care. This detail was possible because the large samples in the surveys -2,500 households in each-were collected within a single state, and only included households below the federal poverty line.
Methodology
Overall, the methodology of the survey was closely modeled after previous national surveys on access to health care supported by The Robert Wood Johnson Foundation. 7 Randomly selected self-weighted cluster samples of low-income families were drawn from geographical areas or census tracts within Arizona with 20 percent or more of the households below the federal poverty line. Each household was screened for income and family size, and those with income less than double the AHCCCS medically indigent ceiling were included in the survey. It is important to note that this ceiling is less than the federal poverty line: all respondents were poor, though only approximately one-half would qualify for the AHCCCS program.
In each household which passed the family size and income screen, one interview was held with a randomly selected adult, and, if children were present in the family, an adult proxy was used to collect data on a randomly selected child. Completion rates for selected households were over 90 percent. Interviews were conducted in both English and Spanish; the surveys were undertaken by Louis Harris and Associates. 8 There were four types of events covered by the survey: (1) a family member tried to obtain care but was refused for financial reasons; (2) a family member tried but was initially unable to obtain emergency care, (3) a family member tried but was initially unable to obtain care for a sick child in the household, and (4) a family member tried but was initially unable to obtain prenatal care.
Refused Care For Financial Reasons
The overall rate for cases when a member of a family was refused care for financial reasons was 5.4 per 100 poor Arizona households in 1982 and 6.9 per 100 poor Arizona households in 1984. The data for other subgroups is seen in Exhibit 1, which indicates that these events are occurring with sufficient frequency throughout the entire poor population to warrant detailed study. The rate has greatly increased in the population eligible for and / or enrolled in the AHCCCS program; as will be seen, some of the refusals do involve AHCCCS providers. Other subgroups with higher care refusal rates are hispanics, the unemployed, and the uninsured. There were 171 households in which the adult respondent reported that they or someone else in their immediate household at some point in the previous twelve months were refused health care because of no health insurance, because of not being able to pay, because of not being covered by the AHCCCS program, or because of other reasons (such as being enrolled in AHCCCS but attempting to use an out-of-plan provider). Of the total, 133 were clearly for financial reasons, and a review of the verbatim responses of the remaining thirty-eight indicated that they were for other kinds of economic difficulties (for example, being eligible for but not yet enrolled in the AHCCCS program, or being enrolled with an AHCCCS plan but attempting to use a nonplan provider). All 171 cases are grouped together for these analyses.
Where did the refusal occur? Thirty-eight percent of the refusals were by county hospital outpatient clinics, emergency rooms, and free-standing clinics and 37 percent were refusals by private physician offices or private clinics. Most of the remainder occurred at noncounty hospital outpatient departments, clinics, and emergency rooms.
Were these refusals due to AHCCCS? A sizable portion, 39 percent, occurred with individuals who were in AHCCCS at the time of the refusal. Of these cases, 59 percent were refusals by AHCCCS providers to treat current AHCCCS patients. Some of these cases may have involved individuals who had lost eligibility and enrollment in AHCCCS, and were not aware of that change. Others may have involved a provider who, while participating in AHCCCS, was not a member of the specific plan of the respondent. The remaining cases involved people who went to a non-AHCCCS provider, or who were not sure as to the AHCCCS Was care eventually received? In 52 percent of the total cases, care was eventually obtained from some other source. The remainder reported that they never obtained care for this episode. For those who received care after trying a second time, 37 percent received the care from a private physician office or a private clinic, while 31 percent received care from county hospital outpatient clinics, emergency rooms, and freestanding clinics. Of those who were initially refused care by a private physician and eventually received the care, 56 percent received it from another private physician, and 24 percent received it from a county facility. Of those who were initially refused care by a county facility and eventually received the care, 40 percent received it from another county facility, and 24 percent received it from a private physician.
How serious were these cases? The respondents were asked to assess the seriousness of the medical condition that was present at the time of the refusal, and to estimate the number of days that they spent in bed and days of reduced activity due to the condition. A case was categorized as very serious if the respondent categorized it as very serious and they had spent either three or more days in bed or had eight or more days of reduced activity. By this criterion, some 31 percent of the cases involved a very serious illness or injury.
Tried But Could Not Get Emergency Medical Care
The overall rate for cases when a member of a family tried but was initially unable to obtain emergency care was 2.9 per 100 low-income Arizona households in both 1982 and 1984. The data for other subgroups is seen in Exhibit 2. Hispanic households and households with an unemployed main wage earner are more likely to encounter this barrier to care.
There were seventy-three households in which the adult respondent reported that they or someone else in their immediate household tried but could not get emergency medical care at some point in the previous twelve months. When asked why, 28 percent reported that it cost too much, 18 percent reported that they were not eligible for AHCCCS, 13 percent reported that they could not get an appointment, 12 percent reported that they were not covered by any insurance, and 4 percent reported that their physician said that their condition did not warrant emergency care. The remainder provided complex anecdotes which could not be clearly classified.
Only 37 percent of these cases occurred with individuals who were in AHCCCS at the time of the refusal. Of these, however, 74 percent were refusals by AHCCCS providers to treat current AHCCCS patients. As mentioned earlier, some of these cases may have involved confusion over enrollment. The remaining cases involved people who went to a non-AHCCCS provider, or who were not sure as to the AHCCCS participation status of the provider who refused the care. Using the previously described algorithm, 47 percent of the cases were classified as very serious.
Tried But Could Not Get Care For A Sick Child
The overall rate for cases when a member of a family tried but was initially unable to obtain care for a sick child was 1.3 per 100 poor Arizona households in 1982 and 4.4 per 100 poor Arizona households in 1984. This increase occurred mostly in the population eligible and/ or enrolled in the AHCCCS program. As seen in Exhibit 3, the increase occurred in both white and hispanic, employed and unemployed, and insured and uninsured households.
There were forty-three households in which the adult respondent reported that they or someone else in their immediate household were not able to obtain care for a sick child at some point in the previous twelve months. When asked why, 33 percent reported that it cost too much, 18 percent reported that they were not covered by any insurance, 13 percent reported that they could not get an appointment, and 10 percent reported that they were not eligible for AHCCCS. The rest provided other complex explanations.
Only 18 percent of these cases occurred with children who were in AHCCCS at the time of the refusal. Of these, however, 86 percent cases were refusals by AHCCCS providers to treat current AHCCCS patients. As with the previous measures, respondents were asked to assess the seriousness of the medical condition that was present at the time of the incident. Based upon the same criterion, 35 percent of the cases involved a very serious illness or injury.
Tried But Could Not Get Prenatal Care
There were ten cases in which a member of household tried but could not get prenatal care. When asked why, three reported that they were not covered by any insurance, two reported that it cost too much, and two reported that they were not eligible for AHCCCS. Three reported that they were on AHCCCS at the time of their last pregnancy, and all three stated that it was their AHCCCS provider who would not provide prenatal care.
The Words Of The Poor
The interviewers asked the respondents to briefly provide any other details that they felt were relevant to these incidents. While statistics are the usual coin-of-the-realm in the health policy debate, these short descriptions from the poor of their own situation are also relevant. One aspect they highlight is the emotional stress associated with encountering barriers to medical care. 
Conclusions
The reports by the poor of being refused treatment or being unable to obtain care after trying to do so are serious matters. The indications from 
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Arizona are that most of these problems are a product of inadequate, financial resources-either inability to obtain health insurance, or inability to qualify for enrollment in the state's prepaid Medicaid program. However, enrollment in AHCCCS does not eliminate the occurrence of these incidents. Many of the cases involved an AHCCCS patient being refused service by an AHCCCS provider. While some of these cases are justifiable, in that an enrollee may have gone to a provider in a different plan, this is still a serious problem, as they indicate that confusion over eligibility and enrollment on the part of both patient and providers can occur in a system of prepaid, capitated care.
Extrapolating from these more than 250 events to the state's total poor population is difficult, but should be attempted in order to estimate the magnitude of the problem. If we limit the number of occurrences to the approximately 100 cases which were classified as very serious, involving lengthy bed-days, and considering that the total sample consisted of 2,500 low-income households, it is reasonable to argue that one in twenty-five poor households in Arizona encounters some sort of direct provider refusal to provide care in a year for a family member with a serious health problem. Similar rates are likely to exist in other states with equally restrictive Medicaid eligibility requirements.
While competition and prepayment may control Medicaid program costs, there must be sufficient communication with the eligible population and program enrollees so that individuals understand that they must determine whether they are eligible for Medicaid prior to their needing medical care and that they should go to their assigned providers after enrollment for their care. At the same time, there should also be sufficient oversight, possibly through an independent patient advocacy office, to assure that enrollees can obtain the services that government is paying these plans to provide. More importantly, these results indicate that care refusals will occur if eligibility is narrowly defined. Competition can only be a viable indigent health policy if all of the poor are entitled to some minimal form of health coverage. 
